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A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for Long
Term Care facilities, was conducted on 5/16/22.
Areas surveyed included neglect and
| administration. Dells Nursing and Rehab Center
Inc was found in compliance.
Dells Nursing and Rehab Center Inc's vaccination
program was reviewed for compliance with the
Centers for Medicare and Medicaid {CMS)
Quality, Safety and Oversight (QSC)
memorandum QS0-22-09-ALL, dated January
14, 2022, on 5110422, Dells Nursing and Rehab
Center Inc was found in compliance.
]
| l
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE /i TME . (X/B) DA}E
P Ny N A1 i (,.*‘ AN
/ 4

Any defictancy stalemant ending wit an-aslerigk-(*-denotes a-deflelepey-which the-institution may be excused from corracling providing i Is determined that ~ © ¢
other safeguards provide sufficient psdtection kﬂﬁe ;{éi,[énlé . (Se6] inst\ig&.ﬁoh{s.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether b‘ at p planiol Gorfection is. provided, E@r.nursing Homes, the above findings and plans of correction are disclosable 14
gays following the date these docum ‘nt".i ‘e made available to the faciity. If deficiendlés are cited, an approved plan of correclion is requisite to continued
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